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First Transit(p "E= STANDINGOROER Cnew e
_ ALL BLANKSMUST BE ACCURATELY COMPLETED. FORMS SENT
1229N Nortrtranch Site219 TO FIRST TRANSIT WITH BLANK SPACES OR INSUFFICIENT OR DAPPRO\/ED
Chicap, lllindis 60622 INACCURATE INFORMATION CANNOT BE PROCESSED e
(877) 7250659 Vaice (312) 3273856 Fax O] Denied
] Denial Reason
) o ) Retumed Incoplete
Requesting Organization Information Reference #
YOUR FAX Dete You Initiated Your Phone
NUVBER ——————— ThisRequest ———  ——— Number:  ( )
Your Organization Name:
Your Name - Must metch signature below: Your Relationship to Participant:
Physidian Name: Phone:
Recipient Information
Recipient Name: RIN:
(Lest) (Frsh
Trip Information
Appointment Days:
Behavioral lVbn|:| Tue|:| Wad|:|
Health Services i
Beginning Date:(This reguest period)  UP TO AND INCLUDING 2 MONTHS Thul Fi SGID SJHD

|:| |:| Physical Radiation
Dalysis Therapy Chenotherapy Therapy

Beginning Dete:(This request period)  UP TO AND INCLUDING 6 MONTHS

Pick Up Location Name: Phone:

Pick Up Location Address:

Pick UpTime —______ Appaintrrent Time —————— Retun Time:

Pick Up City: Courty: State: Zip Code:
Drop Off Location Narme: Drop Off Location Address:

Drop Off City: County: State: Zip Code: Phone:

Describe the reason the recipient can not use bus or train transportation:
Name of Transportation Provider Requested:
|LEVEL OF SERVICE REQUESTED: (I\/UST BE THE LEAST EXPENSIVE APPROPRIATE TRANSPORTATION REQUIRED

TO ACCOVIVODATE  THE PATIENT 'S CURRENT MEDICAL CONDITION )

|:|BUS/TRNN DSER\/ICECAR |:|ALSANBU.AI\CE DNEDCAR\M-EELCHNR
PRIVATE AUTO |:| NON-BEVPLOYEE ATTENDANT |:| BLS AVBULANCE |:| MEDICAR STRETCHER
TAX |:| OXYGEN/SUPPLIES |:| PROVIDER BEVPLOYEE ATTENDANT
DI\DN-ENPLOYEE ATTENDANT

Comments: Please specify primary and secondary diagnosis as well as any other pertinent information regarding the patient's physical status.

| understand if | have given false information or intentionally failed to disclose informetion, | may be subject to prosecution, criminal, civil, or both. | certify,
under penglty of perjury, that | have obtained the informetion on this formfromthe recipient and the informetion provided is accurate, to the best
of my knawledge, and that | will natify First Transit of any changes in the informetion set forth above within 10 days of my beconring awere of such changes.

DCFS Medical Liaisor/Medical Professional's Signature and Title (must metch requesting person above.) Title
(Please cirde applicable one)

R&03



